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ARIOUS programs for the rehabilitation of chronic mental hospital patients have been initiated through out the history of mental hospitals, and in reporting their experiences with these programs each psychiatrist has employed whatever data he could muster to evaluate the effec tiveness of his rehabilitation program. In recent years the amount of effort which has gone into gathering data to objec tify the evaluation of these programs has increased markedly, although the amount of manpower devoted to evaluation of pilot programs never approaches the amount of manpower de voted to the rehabilitation program itself.
A few years ago the authors, at the Milbank Memorial Fund, went into a partnership with Dr. Robert C. Hunt and Dr. C. L. Bennett at the Hudson River State Hospital in Poughkeepsie, New York. Dr. Hunt wanted to experiment with the creation of a unit within the 5,000-bed Hudson River State Hospital which would be exclusively and comprehensively concerned with meeting the needs of psychiatric patients from the hos pital's immediate surroundings, namely, with patients from Dutchess County, New York. He identified a pair of buildings and an appropriate staff for this purpose and gave this Dutch ess County service the assignment of taking care of all Dutchess County patients needing services from the hospital, whether these services were hospital, day hospital, aftercare, pre-care or consultation services. Dr. Bennett participated in the panel on Community Mental Health at The Third World Congress of Psychiatry, held in Canada in 1961, and described this serv-ice in greater detail. Our function was to evaluate the effects on the health of patients.
At this writing we are conducting a number of evaluative studies which will be reported on at a later date. This paper deals with the methods we are using to evaluate the hypothesis that the long-stay patients from the Dutchess County unit will improve in social functioning more than they would have if they had remained in the various services of the hospital where they were in 1959, before the unit was established.
M e t h o d
We assumed that a control group could be identified which, during the years of the study, would change in the same way and at the same rate that the Dutchess County patients would have. This control group was selected by going to the wards of the hospital where the Dutchess County patients were in 1959 and selecting the non-Dutchess County patient nearest in age to each Dutchess County patient. This automatically matched the groups for age, sex and ward.
We assumed that one week of functioning, observed every six months, would be an adequate sample to reflect the changes we were interested in.
We then developed a method to obtain in a standardized, consistent way, concrete information regarding each patient's social functioning.
In the exploratory phases we interviewed randomly selected staff members of the hospital about the behavior of particular patients on their wards. The patients about whom we inquired were also a random selection from ward lists.
We asked each staff member to describe the patient's be havior for the few days previous. We probed three general areas:
1. What kind of useful things the patient had been doing. 2. What evidence there was that the patient had been taking care of himself.
3. What kind of trouble the patient was, either because help in daily living had to be provided or because the patient was socially disturbed.
We asked frequently whether the staff member felt he would always know about each of these areas.
This process gave us some important information. It taught us a lot about the hospital and its employees. It taught us their language, and gave us a basis for estimating what the staff could reasonably be asked to do, and what would be resented or regarded as unreasonable or unfair.
From this experience we made a draft questionnaire for at tendants and/or nurses to fill out on another random list of patients. This pre-test was followed by interviews, after which instruction sheets were prepared.
It is important to recognize that in a large hospital no one really knows the details of any patient's activities over a long time span. However, this fact can usually be discounted be cause patients become fairly stereotyped in their behavior and change little from day to day, from week to week, and from month to month. But in this type of study where we are using a pre-selected week as a sample of functioning and are looking for change, it is important to get an accurate statement of the patient's behavior on each day rather than a generalization of what he " usually" does or can be expected to do.
In particular, each of the three shifts knows little of what goes on during the other shifts, so that an around-the-clock picture requires information from at least three informants. Furthermore, no staff member ever works seven consecutive days, so each day must be handled independently. Hence, for a week of observation of one patient, 21 separate inquiries must be made, one for each of three shifts for seven days. On the basis of the preliminary interviews, we made up three question naires, one for each shift. Some questions are appropriate for all shifts, some for only one shift. Taken all together the ques tionnaires cover information on the topics listed in Table 1 .
On each topic the informant is asked to check a statement T a b l e 1. A r e a s o f P a t ie n t B e h a v io r C overed in Su r v e y Q u e s t io n n a ir e Table 2 .)
The statements are lined up on the left side. The informant is asked to check one box in each group of statements. Each statement has a brief abbreviation of the statement provided next to it so that the attendant is saved the trouble of reading the whole statement each time he fills out a form. When expe rienced, the attendant can fill out a form in less than two min utes-they quickly memorize the questions and know which box they wish to check. They appreciate the ease of recording their answers. They are a conscientious corps of civil servants, but some of them find writing awkward and slow. This does not mean that they are non-verbal; they enjoy discussions regarding the exact meaning of each word. Please note that they are not asked to say which is the best description of the patient, but are asked to record what in everyday language are called " facts." If none of the alternatives offered fits the facts, they are asked to make a note or call the office to explain. They have done so, and we have learned thus of alternatives we had not visualized and have consequently revised some questions.
We believe it is vital to read these questionnaires shortly after they have been filled out. When inconsistencies or gaps 
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. DID NOT SPEAK Q 3
The patient spoke only when spoken to . . .
RESPONDED ONLY Q 2
The patient spoke at least once before being spoken to INITIATED CONVERSATION Q I Table 2 . Sample page from survey questionnaire appear, we get in touch with our informants the next time they appear on duty. We like, when time permits, to go to the ward and discuss the problems with the attendants. In that way we are kept in close touch with them. The midnight to dawn shift particularly appreciates this attention. It is elementary to say that filling out forms is tedious and that it is human to become careless in time unless the work makes a difference. Of course the ward staffs have no reason to think these forms are impor tant if the research staff does not. It is also obvious that the reasearch staff's behavior tells more than their words do how they feel regarding the importance of accuracy. But obvious as these things may be, it is not obvious to research workers that they should get out of bed and visit the wards between 1:00 A.M. and 2:00 A.M., but we do it-and there is no ques tion in our minds that doing it tells the whole hospital more about our viewpoint than anything else we say or do.
E a r l y R e s u l t s
The results of a comparison between the Dutchess County patients and the control patients on certain personal and hospi tal characteristics are given in Fig. 1 . There was satisfactory agreement between the two groups of male patients in marital status, foreign birth, per cent schizophrenic, recent visitors, first admissions, and use of tranquilizers. Only in number of patients never visited, which was significantly greater in the control group, was any difference noted for the male patients. The two groups of female patients differed substantially. The Dutchess County women were less frequently schizophrenic, less frequently foreign bom, had less frequently never been visited, and had more frequently been recently visited than the con trols. These discrepancies between the females in the study and control groups are obviously disturbing and, in looking back, might have been avoided. However, their effect upon the evaluation can be minimized by sub-classification of the popu lation during the analysis and by studying the influence of these characteristics upon the pertinent variables of the evaluation. Figure 2 compares the year of admission of the Dutchess County long-stay patients with that of their controls. The study group had a larger proportion admitted since 1950 than did the control group. A survey of the Dutchess County pa tients and their non-Dutchess controls, using the question naires, was conducted in December, 1959 before the special Dutchess County unit was opened. The purpose of this survey was to establish a baseline from which subsequent changes could be measured. Further sur veys were made in June, 1960 and January, 1961, after the unit was established, and additional surveys are planned at sixand-a-half-month intervals during the five-year observation period.
Comparison of the observations from the first survey on the study and control patients provides additional information on the comparability of the two groups (Fig. 3 ) . Agreement be tween the two female populations was good on all questions except that the non-Dutchess County patients had a signif icantly higher percentage who were never away from the ward during the survey week than did the Dutchess County group. Among the males, there were several areas of behavior in which the two groups appeared to differ. The non-Dutchess County male patients included a significantly larger number reported as never away from the ward during the survey week, as harming themselves, as disturbed, as soiling or needing to be escorted to the toilet, as doing no reading or writing and, in areas of social abilities, as working more than two hours on one day or doing O.T. work. In general, it appears that the non-Dutchess County male patients might be considered sicker or more deteriorated than their Dutchess County counterparts. It may be of interest to note the prevalence of certain types of disabling behavior during one week in a long-stay hospital population of this kind. (The figures quoted are for the study and control groups combined.)
T h e M ilba n k M em oria l F u n d Quarterly It has seemed worthwhile to combine the observations on the various questions for each patient in order to develop what might be called an index of deterioration. This procedure has yielded a five-category classification of patients. The classi fication was made by scoring the patient on two categories of questions, one relating to disabling behavior and the second referring to positive social behavior. On the first set of ques tions the patient was given a score of 0 if he was reported as showing any extreme behavior during the survey, a score of 1 if moderately disturbed behavior was reported, and a score of 2 if no disturbed behavior was reported. Similarly, on the second group of questions a score of 0 meant that no positive social activity was observed, a score of 1 represented some social activity, and patients getting away from the ward, going to work or O.T., and actively participating in recreation were given a score of 2. The two scores were added, yielding the five categories represented by scores from 0, the most disabled pa tients, to 4, the least disabled.
The classification of patients on this basis, on the first sur vey (Table 3) showed the study and control groups to be in Table 3 . Per cent of patients at each level of deterioration on first survey in study and control groups by sex.* good agreement with respect to this index. There were differ ences, however, by sex. The female patients included relatively r larger numbers in the most disabled category (5 -6 per cent) as compared to about 2 per cent of the male patients.
The evaluation of the hypothesis that patients in the special unit will function at a higher level and be less deteriorated than , if they had not had the unit's services will be based primarily on study of the changes in patient behavior as reported on the questionnaire. For any area of behavior covered by the ques tionnaire, patients reported as showing any amount of dis turbed behavior in that area on the initial survey can be iden tified and followed on the subsequent surveys to see if there was improvement, worsening, or no change in such behavior. If the unit does produce an effect upon the patients exposed to its services, we should expect a significantly greater number of patients in the unit to improve than would be observed among the control group. Such an analysis may be made for any desired sub-group of the study population based on, for example, length of stay in the hospital, psychiatric diagnosis, age, use of drugs, etc. In addition, the index of deterioration, or a similar summarizing index, may be utilized to determine whether or not there are differences between the study and control patients in the amount of movement up or down the | scale of deterioration on the follow-up surveys. Analyses such 1 as these, and undoubtedly others more specialized and detailed, should provide a basis for estimating the success of the facility in retarding or reversing the course of deterioration in this population of long-stay patients.
